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Introduction requiring a shunt. In those that do, the shunt can be
inserted after plaque removal which takes 2–3 min.
Carotid endarterectomy (CEA) specimens are the main
source of fresh atherosclerotic plaques. These may be
valuable for research and quality control of pre-
Resultsoperative duplex ultrasound and arteriography meas-
urements of stenosis, provided they are intact. Both
Intact plaques were obtained from 50 consecutivestandard and eversion CEA provides either damaged
CEAs performed without a shunt and 18/25 requiringor incomplete specimens. This paper describes a modi-
a shunt. There was neither damage to the native arteryfied standard endarterectomy technique, yielding an
intact plaque.
Technique
The common (CCA), internal (ICA) and external (ECA)
carotid arteries are dissected and clamped. A 5 mm
arteriotomy is made in the CCA to identify the en-
darterectomy plane, which is further developed to-
wards the bulb and ICA using a Watson-Cheyne
dissector. The dissector is positioned superficial to
the unopened plaque, and deep to the uncut media-
adventitial layer of the arterial wall (Fig. 1a). Thereafter
the latter is cut with Potts’ scissors (Fig. 1b) exposing
the intact plaque. This technique is repeated to expose
the distal plaque limit within the ICA (Fig. 1c) and
Fig. 1. (a) The Watson–Cheyne dissector is positioned superficial tothe plaque is removed (Fig. 1d). the unopened plaque, and deep to the uncut media-adventitial layer
of the arterial wall. (b) The outer adventitia-media is cut with Potts’This method is particularly suitable for patients not
scissors to expose the underlying intact plaque. (c) The outer surface
of the entire plaque has been freed from the inner surface of the
adventitia-media layer without incising the plaque. (d) The distal∗ Please address all correspondence to: M. J. Gough, Vascular Sur-
gical Unit, The General Infirmary at Leeds, Great George Street, limit of the plaque within the ICA is reached prior to removal of
the specimen.LS1 3EX, Leeds, U.K.
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Velocity (PSV) ICA >180 cm/s, PSV ratio (ICA/CCA)
>3 and ICA End Diastolic Velocity >75 cm/s] in our
institution was 90.4% and the correlation between
duplex and specimen measurements was significant
(r=0.8, p<0.0001).
Discussion
Although the NASCET and ECST relied on an-
giographic measurements of ICA stenosis many
patients are now submitted to surgery on the basis of
duplex ultrasound alone. Since its accuracy is largely
operator dependent, objective quality control is es-
sential.1 This is possible using the technique described
here.
Additionally, removal of intact endarterectomy
specimens should facilitate current atherosclerosis re-
Fig. 2. (a) Appearance of the carotid plaque and cross-sections after search which aims to identify the cellular and mo-
removal using a standard endarterectomy technique. (b) Appearance lecular mechanisms leading to plaque rupture2 andof the carotid plaque and cross-sections after removal using the
morphological features of plaque instability that mightmodified technique. Fig. 3. (a) Histological appearance of plaque
cross-section removed by standard endarterectomy technique. (b) subsequently be demonstrated by in vivo imaging mod-
Histological appearance of plaque cross-section removed using the alities,3 thus identifying high-risk plaques. In contrast,modified technique.
results from studies using incised CEA specimens are
likely to be compromised by the variable but inevitable
nor neurological complications associated with this influence of plaque and intimal disruption.
technique. It is therefore suggested that this simple and safe
The macroscopic appearance of a specimen and modification to the standard CEA technique is of both
plaque cross-sections following standard CEA are clinical and academic importance.
shown in Fig. 2a, confirming that the full thickness
longitudinal incision disrupts the plaque and luminal
surface with loss of path-anatomical detail (Fig. 3a).
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